Patient Care News: February 2006 by St. Cloud Hospital
CentraCare Health 
DigitalCommons@CentraCare Health 
Patient Care News CentraCare Health Publications (Newsletters, Annual Reports, Etc.) 
2-2006 
Patient Care News: February 2006 
St. Cloud Hospital 
Follow this and additional works at: https://digitalcommons.centracare.com/patient-care-news 
 Part of the Organizational Communication Commons 
  
PATIENT CARE NEWS 
Volume 27, Number 2 St. Cloud Hospital, St. Cloud, MN February 2006 
 
Please send items that you would like included in the Patient Care News to Nancy Lieser in the Patient Care Support office via interoffice mail, e-mail, or 
by calling ext. 56699.  The deadline for items is the 22nd of each month. 
INSIDE THIS ISSUE: 
1 Fall Assessment Tool 
2 Magnet Force 11: Nurses as Teachers 
Magnet Force 12: Image of Nursing 
3 Cold Sores  
4 Rapid Response Teams (ART/CART) 
5 Rapid Response Poster (ART/CART) 
6 Computerized Medical Record 
7 Clinical Ladder 




Fall Assessment Tool 
 
There has been a hospital wide group (including 
inpatient and outpatient areas) that worked on 
revising the Fall Policy.  The new Fall Policy was 
based on Evidence Based Practices and 
modeled after the University of Iowa’s protocol. 
Hopefully by now you are all aware of the new 
“Call, Don’t Fall” program we have in place. 
 
Based on input from staff, we have made 
additional changes to the policy that are to be 
implemented (you may have already heard 
about the changes from your Unit Educator or 
CNP representative). 
 
I would like to highlight a few of the changes. 
The updated policy is available for full review on 
CentraNet and the assessment tools have 
already been updated in JRS (Optio) or in 
SmartWorks, depending on where your 
department currently gets its forms from. 
 
All Med/Surg type units will remain 
UNCHANGED in the frequency of assessment. 
A fall assessment should be conducted on 
admission or transfer from another unit, every 12 
hours, after a fall, after a change in clinical 
status, prn post procedure, or based on nursing 
judgment.  
 
Family Birthing, Women’s Health and Adult 
Mental Health will complete the fall assessment 
on admission. If the score is less than 9, a 
reassessment will be done every 24 hours. If the 
score is equal to or greater than 9, the 
assessment will be done every 12 hours. 
 
The Intensive Care Unit and Cardiac Care Units 
will treat all patients as though they are at a fall 
prevention level and do not need to complete 
the assessment. 
 
Another new change is that you ONLY need to 
indicate on the front of the chart if the patient is 
on Fall Prevention Status; new slip cards for the 
front of the chart will be available.  You may also 
notice some minor tweaking was done on the 
assessment tool. 
 
Thank you for helping to provide our patients 
with a safe environment.  If you have any 
questions, please feel free to call: 
 
Joy Plamann, MPCU Core Charge Nurse 
Fall FMEA Chairperson 
Ext. 53546 
 
Other FMEA members are: 
• Mark Rian, Dialysis 
• Derek Peterson, Radiation 
• Sandy Johnson, Coborn Cancer Center 
• Elaine Thyen, Outpatient Services 
• Alice Frechette, Performance Improvement 
• Kacey Hiltner, Med 2 
• Lori Mader, Ortho/Neuro 
• Connie Jonas, Med 1 
• Cheryl Pohlkamp, Adult Mental Health 
• Cathy Barden, Surgical Care 
• Mary Schimnich, Telemetry 
• Deb Miller, Pharmacy 
• Nancy Sibert, Pharmacy 
• Becky Kulzer, Intensive Care Unit 
 
Volume 27, Number 2 Page 2 February 2006 
 
Please send items that you would like included in the Patient Care News to Nancy Lieser in the Patient Care Support office via interoffice mail, e-mail, or 
by calling ext. 56699.  The deadline for items is the 22nd of each month. 
Magnet Force #11 – Nurses as Teachers 
Description:  Nurses are permitted and expected to incorporate teaching in all aspects of their practice.   
 
We are looking for: 
• Examples of Professional nurses being involved in educational activities within the organization and 
in the community (Examples: pictures are wonderful!! written agendas, thank you letters) 
• Evidence that students from academic programs are welcomed and supported (Examples: letters 
and cards).   
• Evidence that contracts between academic programs and the organization are mutually beneficial. 
• Examples of staff serving as faculty and preceptors for students. 
• Examples of development and mentoring programs  for staff preceptors that work with students, new 
graduates and experienced nurses. 
• Evidence that patient education programs meet diverse patient needs in all care settings in the 
organization. 
 




Magnet Force #12 – Image of Nursing 
Definition:   Nurses are viewed as integral to St. Cloud Hospital’s 
ability to provide patient care services.  Nurses effectively 
influence system-wide processes and are characterized as 
essential by other members of the healthcare team.   
 
We are looking for examples and stories about: 
• How the organization recognizes the contributions of nurses 
toward the achievement of strategic priorities and makes 
these contributions visible within the organization; 
• How nurses in non-traditional roles have had a positive impact on the image of nursing within the 
organization; 
• Good relationships between nursing and other departments; 
• How nursing is featured in advertising (especially any articles and photos in area community 
newspapers); 
• How interdisciplinary teams perceive nursing in the organization; 
• How the community perceives nursing and nursing services. 
 
Examples include stories from local papers about CHF/Nursing Research, achievements in working with Stratis Health, 
mission trips to third world countries; nurse reaching out to help others in need, i.e., Katrina or other disasters; 
development of the Palliative Care team;  nursing involvement in hospice house development in St. Cloud. 
 
Force #12 – Force Leader 
 
Barb Burandt, RN 
Care Center Director 
Home Care Services 
Ext: 23265 
 
Pam Rickbeil, RN, MS, CNS 
Education 
Ext. 59066 




Volume 27, Number 2 Page 3 February 2006 
 
Please send items that you would like included in the Patient Care News to Nancy Lieser in the Patient Care Support office via interoffice mail, e-mail, or 
by calling ext. 56699.  The deadline for items is the 22nd of each month. 
Cold Sores 
 
One important cause of cold sores is the sun 
especially if the exposure is for an extended 
period of time as in skiing at this time of the 
year. Other causes include fever, illness, 
allergies, immune deficiency, injury (shaving, 
etc), and emotional stress. 
 
Canker sores should not be confused with cold 
sores. Canker sores occur inside the mouth. 
These are small ulcers caused by bacteria. 
These are precipitated by trauma or burns. 
Canker sores are not infectious.  
 
Cold sores or fever blisters are found outside 
the mouth but can also occur inside the mouth 
especially on the gums and the roof of the 
mouth. Cold sores can be highly contagious. 
These are caused by a virus called herpes 
simplex. There are two types of herpes virus 
simplex, type 1 (HSV-1) is responsible for 
infections above the waist and type 2 (HSV -2) 
found below the waist. However, both 
microorganisms can be found inside the mouth.  
 
Once a person has the initial infection, the virus 
stays in the body and can generate (many) 
future recurrent attacks. This is because after 
healing, the virus slips into the nerve cells in the 
skin and remain dormant until something 
weakens the immune system causing the 
infection to break out. Recurring blisters are 
generally less severe. It is during the initial 
infection that one experiences the worst 
symptoms.  
 
There are several stages of cold sores: 
1. Tingle stage – Experienced before the cold 
sore is formed. 
2. Blister stage – Blisters will start to appear. 
3. Ulcer or weeping stage –The blister rapture 
and sores are visibly open. This is when it 
is most contagious. 
4. Crusting stage – Blisters dry up and crusts 
are formed. 
5. Healing stage – A series of scabs will 
appear. 
 
If you have cold sores, please come to OHS (or 
be seen by the Administrative Nursing 
Supervisor during OHS off hours) before work to 
determine if its okay for you to work.  
 
If you work in patient care or share office 
equipment (such as telephones, etc) with 
other employees, please stay home during 
stage 3 (the weeping stage).  During this 
stage, it may not be necessary to make a trip to 
SCH for assessment. However, it may be okay 
to work with patients or anywhere else during 
the other stages, but you may be required to 
cover the blisters or wear a mask.  
 
What you can do: 
1. Avoid excessive exposure to the sun. If 
exposure is unavoidable, use sunscreen on 
lips. 
2. Once you have the blisters, DO NOT touch 
the sores to avoid cross infection to other 
sites. 
3. There are medications both topical (applied 
directly to the sores) and systemic (taken 
internally) available by prescription as well 
as over-the-counter. 
4. When applying topical medication, simply 
daubing the drug onto the sores is not 
enough. A gentle rubbing for a longer time 
period may be necessary.  
5. Diligent 15-20 second handwashing is a 
must during all stages and most especially 
after applying topical medication. 
 
Varicella-Zoster (VZV) or shingles is another 
infection that may be confused with herpes 
simplex infection. Shingles is a communicable 
disease caused by the reactivation of the 
chicken pox virus that remained in the body after 
a bout of chicken pox. Shingles also appear as a 
patchy rash or blisters. They are painful because 
the virus travels along the nerves to get to the 
skin and because nerves heal very slowly, pain 
from shingles can lasts for months.  
 
Please refer to the IC manual for healthcare 
worker management of Shingles. Again, if you 
have active shingles in exposed areas of your 




Director, Occupational Health Services 
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St. Cloud Hospital Implements Rapid Response Team ART/CART:  
A Second Pair of Eyes, Helping to Save Lives 
  
 
Effective February 1, 2006 St. Cloud Hospital is implementing ART (Acute Response Team) and CART 
(Children’s Acute Response Team) to provide a process for nurses to consult clinical experts, including a 
critical care nurse (adult or pediatric) and respiratory care practitioner, at the bedside to assist with 
patient evaluation and treatment before clinical deterioration progresses to cardiac arrest. Nurses who 
feel their patient is rapidly worsening will notify the adult or children’s response teams for an immediate 
response and evaluation.  
  
Here’s a scenario: 
 
A 65-year-old male, status postcholecystectomy with a history of sleep apnea, complains 
of difficulty breathing. His nurse notes that he’s dyspneic with a respiratory rate of 30 
breaths per minute and an SpO2 that has dropped to 87% on 4-liter O2 via nasal cannula. 
Worried, the nurse calls the attending surgeon, who orders additional morphine and 
increases the patient’s O2 to 6 liters. The patient “calms down,” and his respiratory rate 
lowers to 24 breaths per minute, but his SpO2 falls to 85%.  
 
The nurse places another call to the attending surgeon. He asks the nurse to arrange for 
the medical resident to see the patient. The resident speaks to the nurse via phone and 
orders the following tests: arterial blood gases, chest X-ray, ECG, CBC, and electrolytes. 
The resident indicates that she’ll see the patient after she finishes evaluating a new 
patient in the Emergency department.  
 
Ninety minutes later, the resident reviews the lab work and asks the senior resident to 
see the patient with her. As the residents enter the patient’s room, the patient stops 
breathing. A “code” is called. The patient survives, but spends the next two weeks in ICU 
on a ventilator. 
  
Does this scenario sound familiar? If so, in your opinion was there anything wrong with the care of this 
patient? For many, the answer is no. This scenario is a normal, daily occurrence in countless inpatient 
settings. What if your facility had a system in place that allowed you to respond to the patient’s 
deteriorating condition more rapidly and efficiently? And what if this system prevented the patient from 
suffering a respiratory arrest? Many U.S. hospitals have recently embarked on a journey to create such a 
system by implementing rapid response teams.  
  
For detailed information, you’re encouraged to visit the policy on CentraNet under Policies/Procedures, 
St. Cloud Hospital, Patient Care Manual.  
 
(Source: Nursing Management July 2005: Best Practice protocols: Implementing a rapid response system of care) 
 
Roberta Basol 
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Coming Soon:   
Computerized Medical Record 
 
More than 35 years ago, physicians kept the 
medical records for an entire family on a single 
recipe card. Those days are long gone, and soon 
technology will eliminate paper records 
altogether. CentraCare Health System has 
teamed with Epic software, headquartered in 
Madison, Wis., to replace its current paper record 
system with an electronic medical record (EMR) 
called EpicCare. I am proud to be part of a team 
that is helping to develop this exciting tool. 
 
Computerized records aren’t new to CentraCare. 
All dictated information has been available via 
computer since 1993. Physicians and staff have 
been using this data heavily for the past three 
years. More recently, X-ray equipment has been 
converted to digital (similar to digital cameras) 
which has allowed the images to be brought up 
on a computer screen. Other papers are 
scanned into the computer. These efforts 
already have made CentraCare a leader in 
information technology and has been named as 
one of the 100 “Most Wired” health systems in 
the nation. 
 
The only problem with the current system is that 
it is “read-only.” Information from the patient’s 
paper record is transcribed after the visit and 
added to the computer record for later review. 
This next step in the evolution of our medical 
records will create a full-scale EMR that does 
much more than just retrieve records. The 
benefits of such a system include: 
• Speed - Once a patient’s record is 
completed on a computer during the 
patient’s visit, it is instantly available 
throughout the CentraCare Health System. 
There is no need to hunt down a paper chart 
or wait for the information to be transcribed 
from an earlier visit at a different CentraCare 
location, even in the emergency room in the 
middle of the night. For instance, an X-ray or 
CT scan done in Melrose can be reviewed 
by a specialist in St. Cloud immediately. 
• Security - Extensive security measures and 
backup procedures help to ensure that 
patient information remains confidential and 
safe.  
• Patient safety - EMRs alert physicians to 
important drug interactions, prevent 
prescribing medications that a patient is 
allergic to, and provide reminders of state-of-
the-art treatment guidelines. 
• Convenience - Prescriptions can be instantly 
transmitted to the patient’s pharmacy. An 
office visit summary can be printed before 
one leaves the office to take home for 
review. Appointments and prescription refills 
can be requested on-line. (This is already 
available at many CentraCare sites.). Later 
in the project, patients will be able to review 
most of their own medical chart on-line 
through a Web page called My Chart. 
• Communication - The system will make 
contact with consulting specialists easier 
than ever. 
 
There currently are 70 staff and physicians 
working on this project. Eventually, there will be 
3,500 CentraCare staff using the system. The 
EMR will require a significant investment with an 
estimated cost exceeding $20 million. The first 
facility to fully implement the EMR will be a family 
medicine clinic in the St. Cloud area in Fall 2006. 
Implementation at additional clinics will follow 
every 6-8 weeks after that. The St. Cloud, 
Melrose and Long Prairie hospitals will be added 
in 2007. The entire EMR project is scheduled to 
be completely implemented by 2011. 
 
The ultimate goal is to provide the best possible 
care for our patients throughout our rapidly 
growing CentraCare Health System. 
 
Rollout: 
• CDR Conversion - Summer 2006 
• First CentraCare Clinic “Go Live” - Fall 2006  
• Successive Clinic “Go Live” - q8 weeks 
• Radiant (Radiology) - 4th Qtr 2006 
• ASAP (ETC) - 1st Qtr 2007 
• Hospital Inpatient - 1st Qtr 2007 
• OP-Time (Surgery) - 2nd Qtr 2007 
• Last Go-Live - Summer 2008 
 
Staff who work in the areas affected by these 
projects are involved in designing, building and 
validating the Epic/EMR system for CentraCare 
Health System.  
 
Carl Melling, M.D. 
CentraCare Clinic, Melrose 
Volume 27, Number 2 Page 7 February 2006 
 
Please send items that you would like included in the Patient Care News to Nancy Lieser in the Patient Care Support office via interoffice mail, e-mail, or 
by calling ext. 56699.  The deadline for items is the 22nd of each month. 
Clinical Ladder 
 
Congratulations to the following individuals for 
achieving and/or maintaining their Level III 




Sandra Selander, RN ICU 
 Clinical Ladder Committee 
 Secretary of Clinical Ladder Committee 
 PI Committee 
 Completes Assessment and Treatment 
Audit 
 
Stacy Brzezinski, RN CCU 
 Low Lift Super User 
 Nursing Intern Preceptor 
 Sepsis Task Force 
 Member AACN 
 
Mary Struffert, RN Children’s Center 
 Taught IV Education and Pain Assessment 
Education 
 Poster on Car Seat Safety 
 PI Committee 
 IV Process Team 
 
Pat Ellering, RN ICU 
 Taught Basic and Advance EKG 
 PI committee 
 Member of AACN 
 Preceptor 
 
Rae Buschette, RN Telemetry 
 PI Committee 
 Completes Pain Audit 
 Competes Blanket Warmer Audit 
 Clinical Ladder Committee 
 
Mary Sand, RN ICU 
 Teaches Advance EKG Class 
 Nursing Process Core Group Leader 
 Pacer Station at Education Day 
 Certified as Critical Care RN 
 
Michelle Shaw, RN OR 
 Sentinel Node Biopsy Poster 
 Hospital Infection Control Liaison 
 Reviewed Over 300 Procedure Cards 
 Pacemaker Curbside Station 
 
 
Peg Dahl, RN Telemetry 
 PI Pain Audit 
 PI Nursing Process Audit 
 Biphasic Skill Station 
 Glucometer Skill Station 
 
Keri Wimmer, RN KDU 
 Inservice on Catheter Care 
 Preceptor 
 Chair of Staff Support Committee  









3 2005 AHA Guidelines for CPR Update 
3/10 BLS Instructor Refresher Course 
(includes 2005 AHA Guidelines) 
16 Alzheimer’s & Dementia: Caring for the 
Body, Mind and Spirit, Holiday Inn 
22/23 Emergency Nursing Pediatric Course, 
Conference Center 
28 Endoscopy Conference, Windfeldt 
Room 
28/29 ONS Cancer Chemotherapy Course, 
Fireside Room/Aspen Room 
28/29 Trauma Nursing Core Course, 
Conference Center 
29/30 Med/Surg Preparation Course 
 
April, 2006 
7/14 BLS Initial Instructor Course (includes 
2005 AHA Guidelines) 
25/26 Critical Care Certification Prep Course 
26/27 NNSDO Nursing Professional 
Development Certification Prep 
Course, Windfeldt Room. 
 
For more details, call the Education Department 
at Ext. 55642. 
 
